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Objectives: CT angiography (CTA) is frequently em-
ployed in current clinical practice to evaluate the extent of
cerebrovascular disease in patients with DU 50% extra-
cranial ICA stenosis. We studied a) the prevalence of addi-
tional clinically significant intracranial or proximal arch
occlusive disease not detected by DU, and b) whether such
CTA findings predict progression in DU ICA stenosis
category.
Methods: From 2005 to 2010, 111 consecutive pa-
tients were studied retrospectively. 81 were asymptom-
atic and 30 symptomatic (TIA, stroke, AF). Kappa agree-
ment between DU stenosis category and CTA was
determined. Findings on CTA considered significant
were 50% intracranial ICA stenosis, proximal CCA
stenosis, intracranial aneurysm, vertebral stenosis or oc-
clusion,50% subclavian stenosis and diffuse atheroscle-
rosis of the aortic arch. Progression of DU ICA stenosis
from 50-79% to 80-99% was determined in relation to
CTA findings.
Results: Patient demographics were similar between
asymptomatic and symptomatic patients Table 1. DU and
CTA were performed within 6 months in 95% of cases.
Agreement between DU and CTA was 0.9 (Kappa). 19%
(21/111) of patients had CTA findings not detected by
DU, of which 17 (21%) were in asymptomatic and 4 (13%)
in symptomatic patients (p0.60, NS) Table 2. Median
follow up was 3.2 years. Progression from 50-79% to 80-
99% was detected in 4 (19%) and in 13 (14.4%) patients
with and without additional CTA findings respectively
(NS).
Conclusions: For patients harboring  50% carotid
bifurcation ICA stenosis by DU, CTA provides minimal
information of clinical use. Progression of stenosis is
unrelated to the presence of remote atherosclerotic
plaque burden as detected on CTA. These findings sug-
gests that CTA is over utilized in clinical practice and
that DU performed in an ICAVL accredited lab is suffi-
cient for planning carotid intervention if necessary.
Asymptomatic Symptomatic
n (%) n (%)
DM 32 (39.5) 12 (40)
HTN 68 (83.9) 28 (93.3)
CAD 38 (46.9) 14 (46.6)
MI 15 (18.5) 8 (26.6)
Smoking 50 (61.7) 16 (53.3)
CHF 5 (6.1) 5 (16.5)
COPD 19 (23.4) 5 (16.6)
Coagulopathy 1 (1.2) 1. (3.3)
Cancer 21 (25.9) 6 (20)
PAD 42 (51.8) 10 (33.3)
Male 34 (41.9) 16 (53.3)







Intracranial ICA Stenosis (50%) 1
Proximal CCA Stenosis (50%) 1
Ant. Communicating
A. Aneurysm (2.1mm) 1
Post. Communicating
A Aneurysm (4mm) 1
Stenosis (50%) 1
Occlusion 1
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Objectives: Severe, symptomatic hypertension (HTN) is
a classic indication for intervention for renal artery stenosis. It
is not clear, however,which “symptoms”merit treatment. For
instance, is angina in a hypertensive patient an indication for
renal artery stenting (RAS)? The purpose of this study was to
assess the blood pressure (BP) response to RAS to determine
which “symptoms” justify intervention.
Methods: Symptoms examined in this study were HTN
urgencies (n25), HTN emergencies (n13), and angina
(n14). By convention, HTN urgency was defined by a
systolic BP  180 mm Hg or diastolic BP  120 mm Hg,
whileHTN emergency also requiredHTN-related symptoms
with hospitalization. Patient-specific response to RAS was
defined using modified AHA reporting guidelines.
Results: The study cohort of 52 patients had a median
age of 66 years (interquartile range 58-72). The BP response
to RAS varied significantly according to the indication for
RAS. HTN emergency provided the highest BP response rate
(85%), while the response rate was significantly lower for
HTN urgency (52%) and angina (7%; P0.03). Only 1 of 14
patients with angina was a BP responder.Multivariate analysis
showed that HTN urgency or emergency were not indepen-
dent predictors of BP response to RAS. Instead, the only
independent predictor of a favorable BP response was the
number of preoperative antihypertensive medications (Odds
Ratio 7.5; 95% Confidence Interval 2.5-22.9; P0.0004),
which is another indicator of the severity of HTN. Interest-
ingly, angina was an independent predictor of failure to re-
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